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Tularemia — United States, 1990-2000 


lularemia is a zoonotic disease caused by the gram- 


negative coccobacillus Francisella tularensis. Known also as 


“rabbit fever” and “deer fly fever,” tularemia was first 
described in the United States in 1911 and has been reported 
from all states except Hawaii. Tularemia was removed from 
the list of nationally notifiable diseases in 1994, but increased 
concern about potential use of F tularensis as a biological 
weapon led to its reinstatement in 2000. This report summa- 
rizes tularemia cases reported to CD¢ during 1990-2000, 
which indicate a low level of natural transmission. Under- 
standing the epidemiology of tularemia in the United States 
enables clinicians and public health practitioners to recognize 
unusual patterns of disease occurrence that might signal an 
outbreak or a bioterrorism event. 

Tularemia characteristically presents as an acute febrile ill- 
ness. Various clinical manifestations can occur depending on 
the route of infection and host response, including an ulcer at 
the site of cutaneous or mucous membrane inoculation (Fig- 


ure 1), pharyngitis, ocular lesions, regional lymphadenopathy, 


FIGURE 1. Finger of patient infected with tularemia 


Photo/CDC file 


and pneumonia. A diagnosis of tularemia can be laboratory 

confirmed by culture of F tularensis from clinical specimens ot 
by a fourfold titer change of serum antibodies against 
F. tularensis. Presumptive diagnosis can be made by detecting 
F, tularensis antigens with fluorescent assays or by a single 
elevated antibody level (/). For purposes of national surveil- 
lance, confirmed and probable tularemia cases are defined as 
clinically compatible illness with confirmatory or presumptive 
laboratory evidence of F tularensis infection, respectively. 
Before September 1996, because of ambiguity in the case defi- 
nition, some cases of tularemia might have been considered 
confirmed by fluorescent assay alone. Case status is determined 
at the state level. For the purposes of this report, any case 
reported to CDC was assumed to have laboratory evidence of 
infection. Similar results were obtained when the analysis was 
limited to cases with documented confirmed or probable 
status. 

During 1990-2000, a total of 1,368 cases of tularemia were 
reported to CDC from 44 states, averaging 124 cases (range: 
86-193) per year; 807 cases (59%) were reported as confirmed 
and 85 cases (6%) were reported as probable; the status of 476 


cases is unknown. Most (91%) unclassified cases were reported 
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during 1990-1992; all cases during 1990-1991 and 54% of 
cases from 1992 were not classified. The number of cases 
reported annually did not decrease substantially during the 
lapse in status as a notifiable disease during 1995-1999, but 
an increase in reporting occurred during 2000, when notifi- 
able status was restored. Four states accounted for 56% of all 
reported tularemia cases: Arkansas (315 cases [23%]), Mis- 
souri (265 cases [19%]), South Dakota (96 cases [7%]), and 
Oklahoma (90 cases [7%]). 


County of residence was available for 1,35 


reported cases. 
Among the 3,143 U.S. counties, 543 (17.3%) reported at least 
one case during 1990-2000. The counties with the highest 
number of reported cases were located throughout Arkansas 
and Missouri, in the eastern parts of Oklahoma and Kansas, 
in southern South Dakota and Montana, and in Dukes 
County, Massachusetts (the island of Martha's Vineyard) 
(Figure 2). 

During 1990-2000, the average annual incidence of tula- 
remia reported using 1995 population estimates was highest 
in persons aged 5-9 years and in persons aged >75 years 
(Figure 3). Males had a higher incidence in all age categories. 
Incidence was highest among American Indians/Alaska 
Natives (0.5 per 100,000), compared with 0.04 per 100,000 
among whites and <0.01 per 100,000 among blacks and 
Asians/Pacific Islanders. Of the 936 cases reported with date 
of onset, 654 cases (70%) reported onset during May 
August, but cases were reported in all months of the year. 
MPH, D Dennis, MD, Dit 
of Vector-borne Infectious Diseases ational Center for Infectious 


K Feldman, DVM, EIS Officer, CD( 


ry 


Reported by: F Hay 


Editorial Note: The number of tularemia cases reported 
annually has decreased substantially since the first half of the 
1900s. The incidence was highest in 1939, when 2,291 cases 
were reported (2) and remained high throughout the 1940s. 
lhe number of cases declined substantially in the 1950s and 
1960s to the relatively constant number of cases reported since 
that time. 

In the United States, most persons with tularemia acquire 
the infection from arthropod bites, particularly tick bites, or 
from contact with infected mammals, particularly rabbits. His- 
torically, most cases of tularemia occurred in summer, related 
to arthropod bites, and in winter, related to hunters coming 


into contact with infected rabbit carcasses. In recent years, a 


seasonal increase in incidence has occurred only in the late spring 


and summer months, when arthropod bites are most common. 


Outbreaks of tularemia in the United States have been associ- 
ated with muskrat handling (3), tick bites (4,5), deerfly bites 
(6), and lawn mowing or cutting brush (7). Sporadic cases in 


the United States have been associated with contaminated 
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FIGURE 2. Reported cases* of tularemia — United States, 1990-2000 
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* Based on 1,347 patients reporting county of residence in the lower continental United States. Alaska reported 10 cases in four counties during 1990-2000 


Circle size is proportional to the number of cases, ranging from 1-39 


drinking water (8) and various laboratory exposures (9). Out- 
breaks of pneumonic tularemia, particularly in low-incidence 


areas, should prompt consideration of bioterrorism (/0). 


Che high incidence of tularemia among males and among 


children aged <10 years might be associated with increased 
opportunity for exposure to infected ticks or animals, less use 
of personal protective measures against tick bites, or diagnos- 
tic or reporting bias. The high incidence among American 
Indians/Alaska Natives might be associated with theit 
increased risk for exposure; outbreaks of tularemia have been 
reported on reservations in Montana and South Dakota, where 
a high prevalence of tularemia infection was found in ticks 
and dogs (4,5). 

lhe findings in this report are subject to several limitations, 


including underreporting and the lack of documented 


laboratory confirmation for all cases. Surveillance for tulare- 
mia could be improved by documenting laboratory confir 
mation of diagnosis and by including additional data (e.g., 
clinical presentation, exposure history, and outcome). 
Following a dramatic decline in the second half of the 20th 
century, the incidence of tularemia in the United States 
remains low. The epidemiologic characteristics described in 
this report provide a background against which unusual pat- 
terns of disease occurrence, including bioterrorism events, may 


be recognized more quickly. 
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FIGURE 3. Average annual incidence rate* of tularemia, by sex and age group — United States, 1990-2000 
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lo promote its products, the tobacco industry spent $8.2 

















billion on marketing in 1999, an increase of $1.5 billion over 
the previous year (/). Tobacco advertising in various media 
increases tobacco consumption (2) and adolescents are more 
susceptible than adults to being influenced by some forms of 
tobacco advertising (3). To describe the retail tobacco 


advertising and marketing environment, researchers from the 


Robert Wood Johnson Foundation-sponsored ImpacTeen 


Project* collected and analyzed store observation data in 163 


communities throughout the United States. This report sum- 
marizes the extent of point-of-purchase (POP) tobacco 


advertising and marketing found in various types of stores. 
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lhe findings in this report indicate that certain retail environ- 
ments frequented by teenagers heavily promote tobacco use 
lo reduce demand for tobacco products among adolescents, 
public health efforts should address POP environment expo- 
sure to tobacco advertising and marketing. 

During a 4-month period in 1999, ImpacTeen researchers 
observed POP environments in 3,031 retail outlets in 163 
communities with public schools participating in the nation- 
ally representative Monitoring the Future (MTF) study of 
eighth-, 10th-, and 12th-grade students (4). Private and mag- 
net schools (comprising approximately 20% of the original 
sample) were not included in this study. Community bound- 
aries were defined by the area from which each school drew at 
least 80% of its student population. Random samples of up 
to 30 retailers per community were drawn from lists of stores 
selling tobacco and/or liquor products as identified by their 
Standard Industrial Classifications (SIC) Index codes’. Two 
additional samples of 10 stores each were drawn as replace- 
ments for any stores on the original list that did not meet 
study criteria (i.e., those that had ceased business, had relo 
cated, were not open during the days observers were on site, 
or did not sell tobacco products). If field observers could not 
reach the desired sample size of 30 using the original and 
replacement lists of retailers, they added tobacco retailers iden 
tified on site. Of the 3,031 observed stores, 2,309 (76.2%) 
were from the original sample, 355 (11.7%) were from ran- 
domly generated replacement lists, and 367 (12.1%) were 
added in the field based on study protocol. Overall, 2,999 
(98.9%) of all observed stores were tobacco retailers and were 


eligible for inclusion in the study. 


Field observers collected information on the presence of 


various POP tobacco environment features including 
1) tobacco product placement (self-service versus clerk- 
assisted); 2) promotions (multipack/cents-off discounts and 
gift-with-purchase offers); 3) tobacco-branded functional 
objects (free items provided by the industry such as counter 
change mats or shopping baskets displaying the sponsoring 
company’s logo); 4) presence and extent of exterior and inte- 
rior advertisements (such as those indicating special prices); 
5) presence of low-height interior advertising or advertise 
ments directly in the line of sight of very young children (at a 
height of <3’ feet above the floor); and 6) tobacco-control 
signage (including Food and Drug Administration [FDA]?- 


or industry-sponsored signage, health warnings, or messages 





\ numeric system used to classify U.S. industri ind businesses for th« 
collection, analysis, and dissemination of industry statistics developed by th« 
Office of Management and Budget 

FDA-sponsored signage was created prior to March 2000. As a result of 
ruling in 2000 by the U.S. Supreme Court (FDA v. Brown & Williamson 
Tobacco Corp., 120 §. Cr. 1291), the FDA has withdrawn programs regulatir 


conventionally marketed tobacco products 


indicating that identification is required to purchase tobacco 
products). Data were weighted to account fo! both the com 
munity-level multistage sampling procedures and the store 
selection probabilities Phe GENMOD procedure in SAS v.8 
was used to run generalized estimating equations that 
accounted for community clustering while specifying a bino 
mial distribution and a logit link function. Results were 
expressed as unadjusted odds ratios and 95% Wald confidence 
intervals. For all analyses, supermarkets were used as the ref 
erent category. 

Some form of tobacco POP presence (i.¢., interior or ext 
rior advertising, self-service pack placement, multipack 
discounts, tobacco-branded functional objects, or vending 
machines) was observed in 92.1% of the stores: self-service 


1 > ( ° 
cigarette pack placement in 36.4%, multipack discounts in 


25.2%, and at least one tobacco-branded functional object in 
68.5%. Most (80%) retailers displayed interior tobacco 


22.8% had high levels of interior advertising (i.e. 


advertising; 
advertisements outside areas where tobacco products were sold 
or displayed), and 42.9% had low-height advertisements. 
Exterior tobacco advertisements were observed in 58.9% of 
the stores, with 40.4% having high levels of exterior advertis 
ing (i.e., five or more advertisements or at least one advertise 
ment >1l foot in any dimension). Some form of 
tobacco advertising (interior or exterior) was present in 84.1% 
of the stores. ¢ “On enience/ gas retailers were significantly more 
likely to have five of the six POP measures, convenience and 
liquor stores were significantly more likely to have four of the 
measures, and drug stores were significantly less likely to have 
two of the measures (Table | 

lobacco-control signage was observed in 65.8% of the stores 
(Table 2). Forty-eight percent of stores had industry 
sponsored signage warning minors that proof of age is required 


to purchase tobacco products (e.g., “We Card” signs), 32.7% 
had FDA-sponsored signage, 4.1% had health warning signs, 
and 6.3% had other minors’ access signs. Convenience stores 
and convenience/gas stores were significantly more likely to 
have industry-sponsored signs. Both gas stations and liquor 
stores were significantly less likely to have health warning 
signage. 

Reported by: Y Zerry-McElrath, MSA, Univ of Michigan, Ann Arbo 
M Wakefield. PhD, Anti-Cancer Council of Victoria, Australia 
G Giovino, PhD, A Hyland, PhD, Roswell Park Cancer Institute, Neu 
York, New York. D Barker, MHS, Barker Bi-Coastal Health Consultants, 


Calabasas, California. F Chaloupka, PhD, S Slater, MS, Univ « f Illinois 
at ( hicago P ¢ lark PhD, Batt / 

Vai yland. M School. vy. MPH, 1 

Office on Smoking and } lealth Nation 7 


Prevention and Health Promotion, CDC. 
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TABLE 1. Percent of tobacco point-of-purchase retail marketing and advertising, by store type* — United States, 1999 
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Packs: Multipack Functional advertisements: advertisements: advertisements: 
self-service discounts objects high levels low height high levels 
(n=2,930) (n=2,951) (n=2,960) (n=2,947) (n=2,246) (n=2,942) 
Store type % OR't (95% Ci) % OR (95% CI) % OR (95%CI) % OR (95%CI) % OR (95% Cl) OR (95% Cl) 


A 








22.1 1 Referent) 566 1.0 Referent) 5.6 1.0 (Referent 2.1 0 Referent 5.2 (Referent) 
2.f 9.6 4 5 0 7—- 5.4) 2 (1.7 2.6 47.4 g (1.1-3.3) 6 9 (11.2 
34 2 190 2 ¢ 80 2 17. 5.7) . 5.7 96 9 14.3 ; ® 4.4 ) 9 2 9 (11.7 


2.0) 196 3 6 74 0.4 (0.3-0.7 98 7.7 (3.9 
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170-291; liquor stores 171 





ery 323-439; drug stores/pharmacies 


nalyses, but not shown in table 


TABLE 2. Percent of tobacco-control signage, by store type* — United States, 1999 





Any control signage’ FDA-sponsored® Industry-sponsored" Health warnings** Store-specific™ 
(n=2,990) (n=2,990) (n=2,990) (n=2,990) (n=2,990) | 
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All stores < 
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referent category in all odds ratios. Sample sizes by store type are as follows: supermarkets 241; convenience 306 
165; gas stations 257; corner/grocery 441; drug stores/pharmacies 290; liquor stores 248; tobacco stores 59; general merchandise 
Other” store category included in analyses, but not shown in table 
f the following: Food and Drug Administration- or industry-sponsored, health warning, or store-specific control signage 
ynage sponsored by the Food and Drug Administration 
ontrol signage sponsored by the tobacco industry 
signage dealing specificaily with health warnings regarding tobacco use 
ontrol signage provided directly by the retailer in which the signage is located. Because no store-specific signage was observed for “other 
ategory was not included for this analysis model 





Odd: 


Confidence 


Editorial Note: The findings in this report indicate that con- Although virtually all tobacco retailers in this study had 
venience, convenience/gas, and liquor stores were most likely some form of tobacco POP presence, fewer of these stores 
to have pro-tobacco environments (i.e., environments in which had a visible tobacco-control environment, and even fewer 
patrons are exposed to high levels of tobacco-related adver- displayed health warnings. Although this study did not mea- 
tisements, promotions, and functional objects). Convenience sure the extent of tobacco-specific control signage, observers 
and convenience/gas stores account for the largest share of generally reported that pro-tobacco signage predominated. 

retail tobacco sales (5). Because 75% of teenagers shop at con- lhe findings in this report are subject to at least three limi- 
venience or convenience/gas stores at least once a week (6), tations. First, only retailers in communities with public schools 
adolescents will continue to be exposed to high levels of participating in the MTF study were included in this report 
tobacco POP influence unless pro-tobacco marketing in these and might not be representative of all stores in the United 


retail environments is restricted. States. Second, although original and replacement retailer 
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selection was random, no effort was made to ensure that the 
various store types were represented proportionally. Third, 
some minor differences were observed between both replace- 
ment stores and stores added in the field when compared with 
other stores. Replacement stores were less likely to have 
multipack promotions, counter signage, and FDA-sponsored 
signage. Added stores were less likely to have functional 
objects or FDA-sponsored signage, were more likely to have 
packs available via self-service, and showed some differences 
in store type (fewer other and corner/grocery stores, and more 
liquor stores). No significant differences were observed for 
either replacement or added stores with regard to either pres- 
ence or extent of exterior or interior tobacco advertising. 
Exposure to POP advertising and marketing influences 
youth access to, experimentation with, and purchase of ciga- 
rettes (7—9). Public health efforts should include strategies to 
decrease pro-tobacco POP environment exposure and reduce 
demand for tobacco products among adolescents. 
Recommendations include eliminating or severely restricting 
self-service product displays, free samples, functional objects, 
and advertisements (/0). Public practitioners or policy 
makers may facilitate the implementation of these recommen- 
dations by working with retailer associations and within com- 
munities to decrease overall POP tobacco-promotion 
activities. Initial efforts should target those store types most 
frequented by adolescents in which a pro-tobacco environ- 


ment predominates. 
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Variation in Homicide Risk During 
Infancy — United States, 1989-1998 


Homicide is the 15th leading cause of death during the 
first year of life (i.e., infancy) in the United States. In addi 


tion, the risk for homicide is greater in infancy than in any 


other year of childhood before age 17 years (/) and is greatest 


during the first 4 months of life (2). To determine how the 
risk for homicide varied by week during infancy and by day 
during the first week of life, CDC analyzed death certificate 
data for 1989-1998. This report summarizes the results of 
this analysis, which indicated that risk for infant homicide is 
greatest on the day of birth. Efforts to prevent infant homi 
cides should focus on early infancy. 

Most infant deaths are certified by medical examiners or 
coroners. Statistical information from death certificates is 
consolidated into a national database through the National 
Vital Statistics System (/). Information on U.S. resident 
infant homicide deaths for 1989-1998 was obtained from 
CDC’s National Center for Health Statistics. An infant was 
defined as a person aged <1 year at death. Homicide was 
defined as an underlying cause coded through the /nterna 
tional Classification of Disease, Ninth Revision, codes 
E960—E969 (3). Age at death in days was defined as one plus 
the difference between the dates of death and birth recorded 
on the death certificate. An infant killed on its date of birth 
had an age at death of 1 day. In comparison, homicide rates 
during different time periods within infancy were presented 
as rates per person-years of exposure. The U.S. infant popula- 
tion during 1989-1998 accounted for 39,941,628 person 
years of exposure, of which days of birth accounted fot 
109,354 person years, and the remainder of infancy accounted 
for 39,832,274 person years. 

During 1989-1998, a total of 3,312 infant homicides were 
reported for a rate of 8.3 per 100,000 person years. Of these, 
81 (2.4%) were excluded because of a missing date of birth. 
The proportion of homicides occurring each week of infancy 
varied, with 9.1% of homicides occurring during the first week 
of life (Figure 1); a secondary peak in the distribution of 
homicides occurred at week 8. 

Among homicides during the first week of life, 82.6% 
occurred on the day of birth, 9.2% on the second day, and 
8.2% during the remainder of the week. After the first 2 days 
of life, the number of deaths in the remainder of the first 
week was comparable to the number of deaths in the second 


2 


week of life. Overall, 243 (7.3%) of all infant homicides 
occurred on the day of birth. When homicide rates on the 
first day of life and during the remainder of infancy were com- 


a), 


pared with homicide rates during later age groups (Figure 2 
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FIGURE 1. Percentage of infant homicides, by week of age at death — United States, 1989-1998 
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FIGURE 2. Homicide rate,” by age group — United States, 1989-1998 
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the homicide rate on the first day of life was at least ten times 
greater than the rate during any other time of life. 

Reported by: L Paulozzi, MD, Div of Violence Prevention, National 
Center for Injury Prevention and Control; M Sells, MS, Public Health 
Prevention Specialist Program, Div of Applied Public Health Training, 
Epidemiology Program Office, CDC. 

Editorial Note: The findings in this report highlight the high 
risk for homicide on the day of birth. Risk is comparatively 
small after the day of birth, even during the highest risk peri- 
ods of adulthood. Among homicides on the first day of life, 
95% of the victims are not born in a hospital. Among homi- 


cides later in infancy, 8% of infants are not born in a hospital 


(2). Among homicides during the first week of life, 89% of 


known perpetrators are female, usually the mother (4). Mothers 
who kill their infants are more likely to be adolescents and 


ave a history of mental illness (2,5). The secondary peak in 
I | y of | ill (2,5). Tk lary peak 


risk in week 8 might reflect the peak in the daily duration of 


crying among normal infants between weeks 6 and 8 (6). 
The limitations of these findings include the potential 
under and overascertainment of homicides through vital 
records. Infant homicides probably are underascertained by 
being either labeled as unintentional injuries or attributed to 
sudden infant death syndrome (SIDS) (7). Underascertainment 
probably does not vary by week of life and is unlikely to 
account for the observed pattern. Overascertainment might 
have occurred if some of the cases classified as homicides on 
the first day of life were actually stillbirths. It is not known 
what percent of cases of homicide on the day of birth might 
have been stillbirths. However, the percentage is probably small 
because medical examiners usually will attribute a death to 
infanticide only if autopsy evidence indicates that respiration 
had occurred, no evidence indicates death from natural causes, 
and circumstantial evidence is consistent with homicide (8). 


Preventing out-of-hospital births among high-risk women 


might help reduce the number of homicides on the day of 


birth. Home visitation and parenting programs, especially 
those that begin during pregnancy, might help reduce child 
abuse during infancy by focusing on the weeks of greatest risk 
early in infancy (9). 
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Public Health Dispatch 





Manufacturer’s Recall of Rapid Assay Kits 
Based on False Positive Cryptosporidium 
Antigen Tests — Wisconsin, 2001-2002 


The Wisconsin Division of Public Health and the Wiscon- 
sin State Laboratory of Hygiene (WSLH) reported that a 
recent cluster of cryptosporidiosis cases in a three-county area 
in southeastern Wisconsin was the result of false-positive tests. 
During December 1, 2001—February 1, 2002, approximately 
30 cases of cryptosporidiosis were diagnosed at a laboratory 
in southeastern Wisconsin using the Becton, Dickinson, and 
Company (Franklin Lakes, New Jersey) ColorPAC 
Cryptosporidium/Giardia rapid assay (lot number 219370, 
expiration date 2002-06-05). Seventeen stool specimens, 
which were collected from 11 patients and tested positive by 
the rapid assay, were re-evaluated at WSLH. Six of these stool 
specimens were in EcoFix (Meridian Bioscience Inc., Cincin- 
nati, Ohio), eight were in Cary-Blair transport media, and 
three were formalin fixed. All 17 specimens tested negative 
for Cryptosporidium at WSLH using the hot safranin stain 
and MeriFluor (Meridian Bioscience Inc., Cincinnati, Ohio) 
Cryptosporidiuml Giardia direct fluorescent antibody kit with 
concentrated specimens. 

For comparison, WSLH repeated the rapid assay tests of 

the specimens using Becton, Dickinson, and Company 
ColorPAC™ Cryptosporidium/Giardia rapid assay from the 
same lot used at the southeastern Wisconsin laboratory. Eleven 
(65%) of the 17 stool specimens were positive on repeat test- 
ing, including five (83%) specimens in EcoFix, four (50%) 
of specimens in Cary-Blair transport media, and two (67%) 
of the formalin-fixed specimens. The ColorPAC™ kits also 
were used to test four known Cryptosporidium negative stool 
specimens, and two of these tests were positive. Becton, 
Dickinson, and Company has voluntarily recalled this lot from 
laboratories. 
Reported by 7 Haupt, MS, ]P Davis, MD, Wisconsin Div of Public 
Health; D Warshauer, PhD, Wisconsin State Laboratory of Hygiene. 
M Beach, PhD, S Johnson, MS, Div of Parasitic Diseases, National 
Center for Infectious Diseases; D Croft, MD, EIS Officer, CDC. 
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Notice to Readers 


Pseudomonas aeruginosa Infections 
Associated with Defective Bronchoscopes 


Investigators at Johns Hopkins University have notified 


CDC of Pseudomonas aeruginosa infections and colonizations 
that may be associated with defective bronchoscopes. The 
source of! bacteria is believed to be a loose port, which might 
act as a reservoir for Pseudomonas aeruginosa infections. 

On November 30, 2001, Olympus issued a voluntary recall 
ol detective Olympus bronchoscopes with a loose port. The 
recall involved the following models: BF-40, BF-P40, 
BF-11T40, BF-3C40, BF-XP40, BF-X 140, BF-240, BF-P240, 
BF-11T240, BF-6C240, BF-160, BF-P160, BF-1T160, BF- 
3C160, and BF-XT160. 

Additional information is available from Olympus, 
telephone (800) 848-9024, and from the Food and Drug 


Administration, telephone (800) 638-2041. 


Notice to Readers 


Shortage of Varicella and Measles, 
Mumps and Rubella Vaccines and Interim 
Recommendations from the Advisory 
Committee on Immunization Practices 


\ temporary shortage of varicella (VARIVAX”) and com 
bined measles, mumps and rubella (MMR) (M-M-R II") vac 
cines in the United States has resulted from two voluntary 
interruptions to manufacturing operations by Merck & Co., 
Inc., the only U.S. manufacturer of these products. One 
interruption was attributed to modifications Merck made vol 
untarily in response to issues raised by the l ata Food and 
Drug Administration (FDA) during a routine Good Manu- 
facturing Practices inspection. The other was the result of 
scheduled modifications made to the manufacturer’s facility, 
which took longer than expected to be completed and had a 
substantial impact on production during September 
October 2001. Following the interruptions of production, vac- 


cine supply rapidly declined at the end of 2001. 


Varicella Vaccine 


Although the duration of the varicella vaccine shortage is 
uncertain, Merck predicts that the shortage will be resolved 
by late spring or early summer 2002. The annual need for 
varicella vaccine in the United States is about 6 to 7 million 
doses or 500,000—583,000 doses per month. Because of sup- 


ply decreases, by March 4, approximately 1.1 million doses 


were on back order for both public and private sectors. Merck 
estimates an average of 60 days to fill these orders. Mean- 


while, shortages are expected nationwide. 


Interim ACIP Recommendations for Use of 
Varicella Vaccine 


Varicella is a more severe disease among adolescents and 
adults; however, the highest incidence of disease is among 
elementary school aged-children (/,2). Until adequate sup- 
plies of varicella vaccine are available, ACIP recommends that 
all vaccine providers in the United States delay administra- 
tion of the routine childhood varicella vaccine dose from age 
12-18 months until age 18-24 months (3,4). If the shortage 
persists after delaying the dose at age 12-18 months and is of 
sufficient severity that further prioritization of vaccine use is 
needed, recommendations for use (highest to lowest priority) 
of Varivax” for susceptible persons are: 

1. Vaccination of health-care workers, family contacts of 
immuocompromised persons, adolescents aged >13 years, 
and adults and high-risk children (e.g., children infected 
with human immunodeficiency virus and children with 
asthma or eczema). 

2. Vaccination of susceptible children aged 5—12 years, par- 
ticularly children entering school and adolescents aged 
11-12 years. States may elect to provide guidance on pri- 
ority cohorts for vaccination. 

3. Vaccination of children aged 2—4 years. Within this age 
group, states may elect to provide guidance on priorities 
(e.g., children attending child care centers) for 


vaccination. 


Measles, Mumps and Rubella Vaccine 
Although the duration of the shortage is uncertain, the 
manufacturer predicts that problems with the MMR vaccine 
supply should be resolved in 1-3 months. The annual need 
for MMR vaccine in the United States is about 13 million 
doses. The average number of MMR doses shipped during 
January—September 2001 was 943,000 doses; during 
October-November 2001, an average of 586,000 doses was 
shipped; during December 2001—February 2002, an average 
of 819,000 doses was shipped each month. As of March 4, a 
total of 1,077,670 doses was on back order for both the pub- 
lic and private sectors. As of February 28, 2002, the manufac- 


turer projects that 5.6 million doses will be supplied during 


March—May 2002. 
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Interim ACIP Recommendation for Use of 
MMR Vaccine 


Two doses of MMR vaccine, separated by at least a month 
and administered on or after the first birthday, are recom- 
mended for children, adolescents, and adults who lack 
adequate documentation of vaccination or other acceptable 
evidence of immunity (5). The first dose is recommended at 
age 12-15 months and the second dose at age 4—6 years. If 
providers are unable to obtain sufficient amounts of MMR 
vaccine to implement fully ACIP recommendations for MMR 
vaccination, ACIP recommends that they defer the second 
MMR dose. Because of the severity of measles in young chil- 
dren, providers should not delay administration of the first 
dose of the MMR series. 


Tracking and Recall 

Records should be maintained for children who experience 
a delay in administration of either varicella or MMR vaccines 
so they can be recalled when vaccine becomes available. The 
latest information about vaccine supply issues is available at 
http://www.cdc.gov/nip/news/shortages. 
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Notice to Readers 





Availability of Continuing Education 
CD-ROM Program on Strategies 
to Increase Adult Vaccination Rates 


The Association of Teachers of Preventive Medicine (ATPM) 
and the National Immunization Program (NIP)/CDC have 
released “Increasing Adult Vaccination Rates: WhatWorks,” 
an interactive instructional program on CD-ROM that offers 
primary-care providers strategies to increase vaccination rates 
among their adult patients. 

Che program gives users the opportunity to test their 
knowledge of vaccine usage and explore facts about vaccine 
preventable diseases; access reference materials and answers 
to frequently asked questions; review information about 
effective strategies (e.g., standing orders, chart reminders, and 
mailed/telephoned reminders) and test their knowledge ol how 
to best implement these strategies; and develop a customized 
adult vaccination action plan for their practice. 

The CD-ROM features web links to appropriate resources, 
predominantly those on the NIP/CDC Web site. The pro 
gram is approved for 2 hours of Continuing Medical Educa 
tion credit, 2.3 hours Continuing Nursing Education credit, 
and 0.2 hours Continuing | ducation units through CDC. 

WhatWorks can be ordered free of charge through ATPM 
at http://www.atpm.org. Additional information is available 
through ATPM, telephone (800) 789-6737, or by e-mail at 


whatworks@atpm.org. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending March 2, 2002, with 
historical data 


CASES CURRENT 


DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, Acute 436 
Hepatitis B, Acute 346 


Hepatitis C; Non-A, Non-B, Acute 60 


Legionellosis 41 


Measles, Total” 


0 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella* 





0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale) 
Beyond Historical Limits 
* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 9 of zero (0) 


' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point 
where the hatched area begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 2, 2002 (9th Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 
Anthrax - - Encephalitis: West Nile’ 
Botulism foodborne Hansen disease (leprosy)' 

infant Hantavirus pulmonary syndrome’ 

other (wound & unspecified) - Hemolytic uremic syndrome, postdiarrheal' 
Brucellosis HIV infection, pediatric ' 
Chancroid Plague 
Cholera - - Poliomyelitis, paralytic 
Cyclosporiasis' Psittacosis' 
Diphtheria - - Q fever' 
Ehrlichiosis: | human granulocytic (HGE)' 5 Rabies, human 

human monocytic (HME)' ; Streptococcal toxic-shock syndrome! 

other and unspecified - - Tetanus 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 

eastern equine’ - - Trichinosis 

Powassan! - - Tularemia' 

St. Louis* - - Yellow fever 

western equine’ 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update January 27, 2002 
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TABLE Ii. Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 





Reporting Area 





Cum 
2002 


AIDS 


I 


Cum 
2001 





Chiamydia’ 


Cum 
2002 


| 


Cum. 
2001 


Cryptosporidiosis 





Escherichia coli 





0157:H7 
Cum. 


Shiga Toxin Positive, 
Serogroup non-0157 





Cum Cum 
2002 2001 





Cum. 
2002 2001 





Cum. 


Cum. 
2002 


2001 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 
(9th Week)* 





Haemophilus influenzae, 
Invasive 


Escherichia coli Age <5 Years 
Shiga Toxin Positive, All Ages, Serotype 
Not Serogrouped Giardiasis All Serotypes B 
Cum. Cum. Cum. ‘ Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 2002 
UNITED STATES 1 1 1,803 254 276 1 


NEW ENGLAND - - 187 « 16 9 
Maine - - 27 1 
N.H - - 10 

Vt - - 18 

Mass . : 65 

R.1 - - 18 

Conn - : 49 

MID. ATLANTIC - - 328 

Upstate N.Y - - 126 

N.Y. City - 121 

NJ . . 

Pa : 81 



































E.N. CENTRAL - 371 
Ohio : 142 


51 
127 


51 


W.N. CENTRAL - - 

Minn - - 68 
lowa - . 42 
Mo . - 47 
N. Dak 

S. Dak 

Nebr 

Kans 

S. ATLANTIC 

Del 

Md 

D.C 

Va 


v1 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI - : - - 
Amer. Samoa U U U 
C.N.M.1 . U 3 





N: Not notifiable. U: Unavailable. No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 
(9th Week)* 





Haemophilus influenzae, invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 
Cum Cum Cum. | Cum. Cum Cum. Cum. | Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 


TED STATE 4 1 é 21€ 2,302 734 1,011 222 909 


























4 


vi 
Amer. Samc 
C.N.M.1 


y 





Nv: Not notifiable J: Unavailable No reported cases 


* incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 


(9th Week)* 





Legion 


iellosis 


Lister’ 


iosis 


Lyme 


Disease 


Malaria 


Measles 
Total 





Cum. 





Cum. 
2001 





Reporting Area 2002 





Cum. 
2002 


Cum. 





2001 





Cum. 
2002 


Cum. 





2001 





Cum. 
2002 


Cum. 
2001 





Cum. 
2002 





Cum. 
2001 





UNITED STATES 101 


NEW ENGLAND 5 
Maine - 
N.H 1 
Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

itl 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI - 
Amer. Samoa U 
C.N.M.1 


125 
2 


mZzn,. 


1 
4 
8 
2 
2 
2 
2 
2 


U 
U 


45 


U 


72 
> 


U 
U 


544 
28 


738 
119 
2 

1 
40 


76 


135 


8 
1 
4 


NM 


NM NDMOADO W:,: 


196 
18 


33 
4 





N: Not notifiable U: Unavai 


lable 


-: No reported cases 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
’ Of 33 cases reported, 25 were indigenous and eight were imported from another country 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 
(9th Week)* 





Meningococcal 
Disease Mumps Pertussis Rabies, Animal 


Cum Cum Cum Cum. Cum. Cum Cum. 
Reporting Area 2002 




















2001 2002 2002 2001 2002 2001 


944 


RE 
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TABLE Ii. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 
(9th Week)* 





Rubella 

Rocky Mountain Congenital 

Spotted Fever Rubella Saimonelilosis 

Cum. Cum. Cum. > Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 
UNITED STATES 44 12 3,600 4,087 
NEW ENGLAND 209 250 
Maine 33 i) 
N.H : , ; 14 
Vt - - - - - 4 13 
































Mass 
R.1 : - - - . 5 11 
Conn ‘ . : ; A? 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 

E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 

W.S. CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


~NON®D— 
In OOM wn Ow 


Guam 

PR 

V1 

Amer. Samoa U U 
C.N.M.1 - U - U 





N: Not notifiable U: Unavailable : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 


Streptococcus pneumoniae, 
Invasive (<5 Years) 


Cum. Cum. 





Streptococcus pneumoniae, 
Drug Resistant, Invasive 


Cum. Cum. 


(9th Week)* 
Streptococcal Disease, 


Shigellosis Invasive, Group A 
Cum Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 


11¢ 618 3 ) 




















2001 2002 2001 








4 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, weeks ending March 2, 2002, and March 3, 2001 
(9th Week)* 








Syphilis Typhoid 
Primary & Secondary Congenital’ Tuberculosis Fever 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. | Cum. 














Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES 819 862 2 80 896 1,464 30 50 


NEW ENGLAND 11 4 - - 39 
Maine 
N.H 
Vt 
Mass 
Rl 
Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y City 

N.J 

Pa 

E.N. CENTRAL 
Ohio 

Ind 

ill 

Mich 

Wis 

W.N. CENTRAL 
Minn 

lowa 

Mo 

N Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 











3 4 


1 


fe) 
NW WNHO, 


—~ > 


NONWUW 


E.S. CENTRAL 
Ky 
Tenn 


0 Oo ON 


Al- 
Ala 


> 


ae) 
oO 


Miss 


W.S. CENTRAL 
Ark 


o-— =f) 
noo s. 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Ww 
1 > 


o- 


MMM N 


Guam 

PR 

V1 

Amer. Samoa U 
C.N.M.1 U 





N: Not notifiable U: Unavailable No reported cases. 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
Updated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending March 2, 2002 (9th Week) 
All Causes, By Age (Years) All Causes, By Age (Years) 











All P&l' All 
Reporting Area Ages | >65 45-64 Rai | 1-24 | <1 Total Reporting Area rR al “inl mana 1-24 | <1 

















AT 4 4 
J V J " 44 LA 40F € ) 1 


Kar 








U: Unavailable No reported cases 
Mortality data in tt table are voluntarily reported from 122 cities in the United States, most of which have populatior f >100,000. A death is reported by the place 


fit r ar > r | t A ’ 
cCcurrence and by the week that the deatt Ci was filed. Fetal deaths are not included 


Pneumonia and influenza 


2ecaiss yf change nN reno no met jc int r t c r mM te f FH 
Because ange porting methods insyivania city, these numbers are partial counts for the current week. Complete counts will be avaiiable in 4to6 
weeks 
Total ir 
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